My most recent doctor's visit suggests that this seems not to be the case. Of course, I may not be an average patient and one experience is not enough. But international literature also indicates that patients lack adequate guidance and skills when confronted with chronic disease and its subsequent long-term management. 4, 5 For decades, patients have consistently indicated that the interpersonal counselling skills of practitioners are of particular value to them. Each time it is suggested that such techniques should receive wider acknowledgement as a basic element of the health practitioner's technical repertoire. 6 Still, this aspect remains relatively under-discussed in current education. It seems that the onus is on the practitioners themselves to become and remain effective counsellors to guide patients through the numerous changes they are confronted with. Therefore, there is a need to help practitioners acquire skilfulness in helping patients to change.
Luckily, help seems to be on its way. A new method has emerged in healthcare called motivational interviewing (MI). Developed in 1983, it aims to help increase patients' motivation to change, and enhance behavioural change. I must admit, I welcomed the hype with some scepticism. Why? My experience is that failure to achieve positive change in patients may not be the result of not having the counselling methods to do so, but rather of practitioners' non-adoption, partial implementation (low completeness and low fidelity) and/or failure to maintain acquired counselling skilfulness to change patients' motivation and behaviour.
To illustrate this point, I present a study on urinary incontinence, a major health problem affecting 25-30% of communitydwelling, mostly female, adults, which can be improved by pelvic floor muscle exercise (PFME). 7 As we felt that practitioners required counselling skilfulness, all intervention physiotherapists received a counselling refresher course. After the course, they indicated that they had not learned new skills and that in practice they performed all these skills already. To evaluate the counselling process, the level of skill implementation was assessed among all therapists. It appeared that filling out this evaluation tool made all therapists (including those in the control group) aware of the fact that they only minimally employed the required counselling steps. Due to the improved implementation of counselling skills by the therapists, patients' PFME adherence was very high. 8 Such findings confirm that actual practitioner implementation of counselling skills seems vital to optimise patients' adherence behaviour and realize long-term effects.
Diffusion of innovation theory 9 tells us that for adequate diffusion a new method should be perceived as having actual superiority over the existing situation. So, is MI better than the current work method? To date, diverse reviews have been conducted of MI.
Most studies were carried out on addictive behaviours, although studies including behaviour change among the chronically ill have become available as well. [10] [11] [12] [13] [14] In general, we may conclude that MI works better than usual or 'traditional' care, and is at least equally effective when compared to other methods. But better-designed and more informative studies are needed, and implementation into daily clinical work must be proven. 13 What is the implementation likelihood of MI? Based on the reviews conducted, MI does not convincingly outperform other methods. Practitioners, then, should try any proven method as long as they implement it properly. However, simply to wave MI aside would be a decision made too quickly. Like patients, practitioners are not normally fond of behaviour change. In spite of this, a growing interest in MI can be seen, for instance, in conference programmes for healthcare workers: MI is a topic often addressed. Interest is one of the important first steps in the behavioural change process and a prerequisite for further adoption and implementation. Perhaps the time has come for practitioners themselves to realize that despite their medical knowledge and hightech treatments they still seem unable to help their chronic patients make the required changes. Maybe it is now that they are becoming aware of the performance gap between their expected and actual performance -or are practitioners just more fed up and frustrated with all these unreachable, 'disobedient' patients? The subsequent interest in MI makes sense from a diffusion-of-innovation perspective. 9 Dissatisfaction with the current process might have triggered care providers to be more open to information on counselling techniques, to attend to articles on the subject or announcements of counselling courses. If that is the case, we might this time have a chance to implement adequate interpersonal communication skills on a broader scale, since there appears to be intrinsic motivation for change among practitioners.
Still this leaves unanswered the question why MI seems to have become so popular, rather than any other counselling approach. Could it have something to do with branding? Brand names for products are important from a promotional perspective because they communicate attributes and meaning. The name motivational interviewing easily communicates the benefit of this counselling method (motivated clients) and thereby positions the product at the forefront of practitioners' minds, and at the same time creates images extending beyond the name itself. As MI has mainly been spread through word of mouth, the fact that its name directly explains what the product is all about has been advantageous.
But if we agree that changing practitioners' behaviour is hard, there is probably more going on that may explain MI's attractiveness. I believe practitioners' positive responses to MI are relevant in this respect. They often indicate during training courses, for example, that they genuinely like working with MI tools. This is important in the implementation and maintenance of counselling skills, because only when skills are used might things actually change. The scaling strategies are particularly well liked. These involve, for example, asking a male chronic obstructive pulmonary disease (COPD) patient how important it is for him to be more physically active or to take his medication as prescribed (on a scale from 0 to 10, where 0 is not at all important, and 10 is extremely important). This does not seem so hard to do. In the next step the patient is asked why he did not give himself a lower score. And in practice, this indeed prompts patients start to talk about their reasons for change. The same kind of questions are asked relating to how confident patients are about changing their behaviour (0 ¼ not at all confident; 10 ¼ very confident) and why they do not give themselves a lower score. The concluding step is a bit harder: the idea here is to provide a summary of what the patient has said or -even more difficult -to summarize those items more likely to stimulate behaviour change. 15 Using these simple tools may help patients and practitioners to talk about behaviour change in a less confrontational manner, but in itself this is not the whole MI story. Because of these appealing and simple strategies it may well be that practitioners feel that the competences and skills of MI can be easily understood, learned, practiced, and most importantly, integrated into realworld clinical practice. Indeed, feeling capable of engaging in certain behaviour is an important predictor of actual behaviour. 16 However, we see in practice that practitioners tend to underestimate the complexity of MI. Also, suppressing previous practice behaviours such as persuading, directing and asking closed questions instead of listening, which are considered inconsistent with MI, is often more difficult than anticipated. This leads to the conclusion that adequate training in MI is required.
What is the current state of the art? Training in MI is often delivered during one-time workshops. One might wonder whether this amount of training is enough to make a difference in clients' responses. 17 We have noted that from these short courses participants take home interesting but disquieting messages; one, for example, said that she liked MI because 'it allows you to just ask your COPD patients whether they want to talk about quitting smoking and if they don't want to, you should leave them alone. You don't need to talk about it anymore, just close the subject -it's the patient's responsibility to quit'. She felt great relief at no longer having to deal with this topic. Of course, in a mutual participation model patients are assigned more responsibility and the focus of the responsibility is altered, but this does not lessen the responsibility of the health professional. Thus, there is an urgent need to ensure the proper training of health professionals in their use of MI.
Clearly there is much work still to be done, but as Resnicow 18 suggested, 'It sounds like something is changing'. Let us hope -or better yet, let us make sure -that this comes true.
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